WHEN I was honoured by being asked to read a paper on common affections of the skin of the outer ear, I recognized that the external auditory meatus was included in the external ear, but I must start by confessing that I know very little about it, and therefore I fear that I cannot give you very much assistance in regard to the special points which the President has put before you. My remarks had been originally almost entirely confined to the pinna.
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In view of the many misconceptions that arise as to the language spoken by dermatologists, I trust you will forgive me if I make afew preliminary remarks on this subject.
Inflammations of the skin are reactions to irritants, physical, chemical or parasitic, those of the ear only differing from those of other parts of the skin surface by reason of position and the character of the skin.
It is the aim of modern dermatologists to group skin inflammations according to their causative factor and not according to their clinical appearances as in the past, but difficulties in doing this completely arise from two facts: (1) that many different irritants produce similar skin reactions and (2) that in many cases it is impossible to tracethe irritant.
We have therefore to recognize that in investigating skin inflammations we have two groups of eruptions to deal with: (1) those which are more or less specific for particular irritants and (2) those which are produced by varying types of irritant and which we may for short call " group reactions." It has been found convenient also to divide skin inflammations into (1) superficial and (2) deep inflammations. The former are characterized by primary involvement of the epidermis and papillary body-which is the vascular organ of the epidermiswhile the latter commence in the subepidermal layers. Of the group reactions the eczemas belong to the former group, while the erythemata, urticarias and purpuras belong to the latter. Subject to certain exceptions, which we need not now specify, the superficial group are almost always produced by irritants acting from without, while the deep group are generally produced by toxins circulating in the blood-stream. Now in what follows I use the term "eczema " to imply a superficial serous inflammation of the skin, which varies considerably in type in relation to the intensity of the irritant applied or to the sensitiveness of the particular skin, but which has no specific characters sufficient to indicate its causation. I may add that if we are able to find the irritant which causes the eczematous eruption, for instance, the sun's rays, we should prefer to call it a solar dermatitis rather than a solar eczema, but as the causation of so many of the cases remains unexplained, some of us prefer to continue the older term to indicate merely a clinical feature. Now in describing the inflammations most commonly met with in the skin of the external ear, I will first deal with pyogenic infections.
STREPTOCOCCAL INFECTIONS.
Erysipelas of the auricle is well known to you all; it is, therefore, sufficient to say that it is of the deep type, the specific organism having penetrated into the dermis. It is characterized by intense redness and swelling of the ear, the surface epidermis first being stretched and later often being lifted up by an exudate of fluid into blebs. The outline of the inflammatory area is sharply demarcated, there is a tendency for the eruption to travel round the head and face, and there are profound constitutional symptoms and high fever.
Imipetigo contagiosa.-This is by far the commonest streptococcal infection of the ear, and is manifested in several different forms.
Simple impetigo contagiosa in no way differs from that seen on the face of children. It commences as a small vesicle,varying from the size of a pinhead to that of a pea, or sometimes larger. The vesicle is very superficial, being only covered by the horny layer of the epidermis. The consequence is that the slightest touch ruptures it, and the fluid exuding from the base of the vesicle dries up to form a crust. The lesions are usually discrete and may or may not be numerous. If by any chance the vesicle remains unruptured for a short time-a few hours-it becomes turbid from the presence of pus cells. Often the lesions are numerous, run together and form a thick crusted mass.
The infection of the ear may arise from a slight scratch, from infection from other lesions on the face, from a pediculous impetigo of the scalp, or from a purulent ear discharge. In this latter case, however, there is much less tendency for the impetigo to remain simple; the constant discharge renders the skin sodden, its resistance is lowered and underlying the impetigo lesions an eczema or diffuse inflammation of the skin appears-what we should call a septic dermatitis. In this the whole auricle becomes red and moist or crusted, and the inflammation soon spreads to the skin around the ear and eventually invades the scalp, giving rise to a most troublesome form of eruption. The meatus is also involved in the same process.
It is in this condition that we dermatologists have most frequently to call to our aid our otological colleagues, for the ear discharge makes it difficult to get rid of the skin eruption. Otologists are naturally averse to any operative treatment while the skin is in an acutely inflamed condition, but we should much like to hear their views on this subject. For our part, treatment has to be varied: in addition to constant cleansing of the meatus with mild antiseptics, followed by careful drying, crusts have to be removed periodically, either with warm olive oil or, better, with starch poultices containing 1 in 1,000 acriflavin. In the more acute and weeping phases, constant application of 1 in 1,000 acriflavin or 1 in 4,000 perchloride of mercury lotion -r if these are badly tolerated, lead lotion-are the most suitable applications. When the weeping ceases, Lassar's paste, containing 3 per cent. yellow oxide of mercury, is often useful, and some cases respond well to weak sulphur and salicylic acid ointment (2 to 3 per cent.) Ichthyol, either in watery solution (25 per cent.) or in a 5 per cent. zinc paste, may also be used. In some persistent cases, X-rays in small doses are of great value. These are merely a few of the applications employed, but they give an idea of the general lines of treatment.
In simple impetigo the yellow-oxide Lassar's paste is the most satisfactory, p)rovided crusts are first removed.
I emphasize the value of X-rays in these cases. I have no experience as to how X-rays act in the depth of the meatus, but there is no question as to their immense value in dealing with chronic inflammatory lesions, whether produced primarily by septic organisms or by causes which we cannot trace, or even in cases caused by definite chemical or physical agents which persist after removal of the irritant. But the rays must be administered in small doses in these chronic inflammatory dermatoses. And I might also answer the question raised by the President about the chronic fibrous thickening which often underlies some of these very chronic inflammatory conditions of the ear. X-rays are very valuable in treatment of that condition. Most of these chronic thickenings of the external ear are due partly to a very marked cellular exudate round the vessels, and also partly to cedema and to some overgrowth of collagenous tissue in the skin. There is no doubt that proper, graduated, small doses of X-rays not only rapidly clear up the chronic skin inflammations, but flatten down these deeper-seated exudates. The only cases in 46i3 which, I think, X-rays are unsuitable, are those in which there is, obviously, very acute inflammation present, or where there is purulent discharge. And I would add that constantly repeated treatment with X-rays fails to accomplish what is wanted. The only way, in my experience, of dealing with these cases is to give three or four small doses of one-third of a pastille (Sabouraud) at weekly intervals, and then stop.
You will probably find a very great improvement after treatment of that kind. The cure may not be complete, but I should not advise any further treatment for six weeks or two months, and after that time the course can be repeated. If at the end of that time the condition still persists, the chances are that you will not get very much result out of it. The difficulty of getting penetration to the depth of the ear without overdosing the surface has to be taken into consideration. I do not see why it should not be possible to devise an instrument by which X-rays can be applied locally to the depth of the meatus. And I think treatment by small doses of radium would probably act as well and would be much simpler to apply. Another form of impetigo frequently occurring in the region of the ear is seen as a red patch on either side of the sulcus behind the ear, generally with a fissure in the depth of the sulcus. A similar fissure with surrounding inflammation may often be found at the junction of the lobule and the cheek. In moist cases applications of 1 in 4,000 perchloride of mercury lotion is most suitable; in dry cases the yellowoxide Lassar's paste. It is most important in all cases that the ear should not be pulled out so as to open the fissure and prevent it healing, all these medicaments being applied on a dressing, then slipped in and bandaged in place. In resistant cases, painting the fissure with 3 per cent. silver nitrate in sp. ather. nit. is valuable.
Staphylococci, unlike streptococci, have a great tendency to attack the hair follicles and to produce primary pustules instead of vesicles. The only primary staphylococcal infection that need detain us is furunculosis in the meatus. This condition is probably seen more by otologists than by dermatologists. Most of the cases are, I believe, rather cases of osteo-folliculitis, than true furuncles, as the characteristic slough of the latter is often absent. Doubtless, in most cases, some local cause operates, wbich lowers the skin resistance of the part, though these lesions may be part of a general lowering of resistance to staphylococci. In the latter case, general treatment is indicated and this might include such measures as vaccine and non-specific protein therapy. In the former case local treatrnent will generally suffice, any source of irritation being removed, the small pustules opened at the earliest moment and antiseptics in spirit dabbed on. I have no doubt, however, that members of this Section hold strong views on the treatment of this condition.
The President, in his paper, asks a question about the part played by vaccines in the treatment of these cases. During last year Sabouraud made some interesting histological studies of staphylococcal pustules of the skin. In cases of superficial folliculitis and in the cases of true boil, he has found definitelv that the staphylococci never leave the lumen of the follicle. On the other hand, in the case of a so-called peri-follicular abscess, which, clinically, is very like a boil, the staphylococci travel through the lining epidermal membrane of the follicle, and pass into the cellular tissue around. From that, Sabouraud concludes that it is useless to give vaccines in superficial folliculitis or in true boils with a dry slough, but that it may be very valuable to do so in cases of peri-follicular abscess. I do not quite agree with Sabouraud's conclusions, because I think another factor comes into play. The majority of cases we see are recurrent boils. There is no question that these patients are suffering from staphylococcal hyper-sensitiveness. It has been shown by many workers that you cannot usually de-sensitize the skin by giving subcutaneous injections of an antigen; you must give the antigen in very minute doses intradermically. I think the boil is essentially a sensitization phenomenon, and that if you use an antigen you must give it in this way. I do not think enough work has yet been done on it to enable valuable conclusions to be drawn from these observations. Clinically, one finds, every now and then, a case does well with subcutaneous injections, and the improvement is, perhaps, attributable to the protein shock. But you cannot rely on any given case responding to either autogenous or stock vaccines.
OTHER, INFLAMMATORY CONDITIONS.
Eczema.-Eczema of the ear may be acute or chronic. In the former case the ear is red and much swollen, numerous small vesicles appear on the surface, and weeping and crusting may supervene. In the latter the ear is not swollen but is red and scaly, with occasional crusts. Usually eczema of the ear is associated with a general facial or scalp eczema.
Using the term in the broad sense [ have above indicated, acute eczema may be produced by various chemical, physical or parasitic agents. Thus, it may be found as a result of excessive exposure to strong sunlight, from the action of irritant plants, such as the poison ivy, or from hair dyes, such as paraphenylendiamine. Often, however, the irritant cannot be traced, as in the case of recurrent acute eczema of the face often seen in elderly people.
Some cases are apparently due to low-grade pyogenic infection, such as the condition called by Engman "infectious eezematoid dermatitis," which he attributes to the staphylococcus. It is very difficult, however, to prove the pathogenicity of these pus organisms which are found present in most dermatoses. The same remarks hold good in connexion with the ordinary moulds sometimes grown from surface infections. I believe, however, that these are found more frequently in infections of the meatus and may play an important part in their production. It is interesting to note that we very rarely see ordinary ringworm infection of the pinna. The treatment of eczema naturally consists, in the first place, in removing the irritant, if it can be found. In the acute cases sedative lotions are indicated, in the more chronic cases zinc paste containing mild skin stimulants, such as weak coaltar, give the best results. Here, also, X-rays given only in small, stimulating doses may be of great benefit. Local ultra-violet light treatment is not usually of much value and may even cause an exacerbation. Seborrhceic Dermatitis.-Occasionally we meet with circumscribed patches of a scaly eczematous eruption with rather greasy scales, often associated with a scurfy scalp and similar scaly patches on the forehead, around the nose, in front and behind the ears, and on the chest and back. They may however be limited to the ears. This type of case usually responds well to weak salphur and salicylic acid ointment and is probably due to infection by the so-called bottle bacillus. Some cases however may be due to a low-grade streptococcal infection.
Psoriasis.-This disease produces lesions of a somewhat similar character to those just mentioned. The scaling however is very dry and other lesions are usually found on the extensor aspects of the limbs, especially the elbows and knees: on the trunk, more or less uniformly distributed; and in thick scaly circumscribed patches on the scalp, differing altogether in character from those of seborrhceic dermatitis. The treatment consists in the application of tar ointments or of oxidizing agents such as pyrogallol or chrysarobin.
With regard to the question of the secretion of the ceruminous glands and the removal of scales, I am not in a position to make a statement. In order to test that proposition, the President asks what is the position with regard to ichthyosis. As a matter of fact, ichthyosis is a condition in which the skin 465s is very dry, and in which the sweat secretion is diminished in quantity, or is absent. If you cut a section of skin from an ichthyotic patient, you see, however, that the sweat-glands are there, and in the less severe cases some sweating takes place. The sebaceous secretion is not usually diminished, and cases of this kind may suffer from excessive sebaceous secretion. Ichthyosis rarely attacks the parts in which sebaceous glands are highly developed. It does not affect the folds or the moist parts of the skin; it is rare, too, to find it in the perineum, which is usually moist, though sebaceous glands are there not highly developed. Therefore I do not think one 'would expect to find evidences of ichthyosis in the external auditory meatus. As to such conditions as psoriasis and lichen planus, psoriasis, as I have mentioned, does extend into the meatus, and it is relatively common on the pinna. If you grease the scales of psoriasis they are less obvious, and therefore the scaling of psoriasis in the meatus is less marked than when the disease is on the surface.
I do not know of records of lichen planus on the ear. It is so rare on the face or scalp that one would not expect to find it on the ear.
Urticaria and Erythematous Eruptions.-These may occur in association with lesions in other parts of the body and call for little notice. One form of urticariathe giant form or angio-neurotic cedema-may occasionally be localized to one ear, producing intense cedematous swelling without redness and usually being of a transitory, though recurrent, nature.
Of the ervthemata, erythema pernio, or chilblain, frequently attacks the helix of the ears in persons with bad peripheral circulation. The treatment of this circulatory disturbance is not easy; thyroid and pituitary extracts with local massage, galvanism and sinusoidal current seem to be useful in preventing the appearance of the lesions, while calcium salts may be used when the lesions are appearing.
Ltpus ErythematGsus.-It is now becoming customary to include lupus erythematosus among the erythem;ata. In the rare, acute disseminated type the lesions are often with difficulty distinguished from those of erythema multiforme, though they tend to be more irregular and may eventually take on the chronic, scaly form; they rarely tend to blister and are of longer duration.
The chronic form, however, is very frequently seen on the ears. The concha and the helix are most frequently affected, and the lesions consist of rather irregularly shaped red, scaly patches with horny plugs penetrating in the hair follicles and anchoring the scales down, so that they are removed with difficulty. Atrophy of the skin is a marked feature, and telangiectases are common: usually the atrophic phase follows the inflammatory scaly phase, but sometimes atrophic-telangiectatic lesions with little or no scaling appear from the first. There is a tendency to symmet,rry in the lesion and the face is frequently affected, chiefly in the so-called batswing area; the scalp and mastoid regions are also often attacked, and in she former case complete cicatricial alopecia results. The cause of lupus erythematosus is still uncertain, a good deal of evidence points to tuberculosis, but recently several authorities have considered focal sepsis to be responsible. Certainly the treatment must be in the main directed to the general health, but in addition to the removal of areas of possible focal infection, quinine and cod-liver oil are very useful remedies. Recently very good results have been obtained with intravenous injection of gold salts. Locally, in the acute phases, sedative lotions are the best; in the chronic scaly cases ointments of ichthyol and salicylic acid are useful, while the production of local hypereemia, as by short exposures to carbon-dioxide snow, will often clear up a patch. As sunlight seems to increase the liability to these lesions the skin should be protected from direct rays of the sun.
Herpes. Herpes zoster is not very common on the auricle, though it may occur in conjunction with zoster of the third division of the fifth cranial nerve and superficial cervical Plexus. Of herpes zoster oticus, I have no experience, but assume that such cases would be seen by the otologists rather than by dermatologists. Herpes simplex of the auricle is not very uncommon and may occur in any febrile condition. The most marked case in my experience occurred during a reaction following an intravenous injection of old salvarsan, when the eruption was limited to the helix of both ears, to one side of the tongue and to the other side of the lips.
Tutberculosis. Lupus vulgaris rarely commences on the ear, but attacks it later in extensive cases by spread from the face. The essential primary lesion is a pinhead-sized granuloma beneath the epidermis surrounded by a zone of vascular congestion. Numbers of these so-called "lupus nodules," grouped together, form a dull-red patch in which, when the capillaries are emptied by pressure with a piece of glass, the " nodules " can be seen as transparent pale-brown spots the appearance of whilcih has been likened to apple-jelly. The patches may remain for a long period without ulceration and may gradually disappear under treatment, leaving behind a thin, white papery scar. Often, however, and especially in parts where the circulation is bad, ulceration takes place, followed by much loss of tissue. Not only is the skin destroyed, but cartilage also. One therefore sees cases of lupus vulgaris of the ear in which the auricle has been more or less completely destroyed. As a, further complication, epithelioma sometimes develops in old standing cases. One specialized form of lupus vulgaris p3culiar to the ear is that localized to the lobule. In this the lobule may become enormously swollen and spongy. A further feature of this type is pain, which is rarely present in the other forms of this disease.
Treatment of lupus vulgaris is partly surgical--excision, curettage, destruction by caustics or diathermy, &c.-and partly by the application of methods of general treatment applicable to tuberculosis. X-rays and radium are not suitable for treatment of lupus of the skin, owing to the prolonged applications necessarv to obtain a cure. Liutpus Pernio. This is a condition in which the ears, and often also the nose, cheeks, fingers and toes, become invaded by a non-ulcerating granulomatous infiltration of purplish-red colour and of rather indefinite outline. Nodules are sometimes seen, but they have not the softness of true "lupus nodules." The condition is now known to be associated with general involvement of the lymphatic tissue of the body and often the medulla of the bones. It is believed to be of tuberculous origin, though tuberculin reactions are invariably negative.
Syphilts.-Syphilitic lesions are not very common on the skin of the external ear. Primary chancres have been described by various authors: Fournier, out of 1,124 extra-genital clhancres, had not seen one case; Bulkeley, in 1894, collected twenty-seven cases out of 9,068 extra-genital chancres.
Of the secondary eruptions, roseolous eruption and the papular and pustular syphilides have been fairly frequently observed, while condylomata are reported by Despries in five cases out of 1,200 syphilitic patients. Condylomata only occur in the meatus.
Gummatous ulcerations also occur, and their characters are those of gummata in other parts of the body.
